According to the clinical trials HIV positivity does not increase the frequency of thyroid malignancies. We present a patient with HIV positivity and thyroid medullary carcinoma. To our knowledge this is the second case in the literature.
INTRODUCTION
Medullary thyroid carcinoma (MTC) is a rare primary thyroid carcinoma that makes up only 5-10% of all thyroid malignancies and is blamed for 13% of thyroid cancer related deaths. 1 There are hereditary forms of MTC as a part of the multiple endocrine neoplasia (MEN) syndromes including MEN 2A and MEN 2B and also familial MTC (FMTC). 2 At the time of diagnosis, sporadic MTC frequently present with distant metastasis involving cervical lymph nodes, lungs, liver, and/or bones, and this is the main cause of MTC-related deaths. 3 Calcitonin and rearranged during transfection (RET) proto-oncogene tests enable the diagnosis of hereditary MTC in preclinical stage, but early detection is difficult.
2 Nowadays, with the use of combination antiretroviral therapy (cART), malignancies have become the most frequent cause of death for HIV-infected patients.
Indeed, infection by HIV is associated with a high risk of emergent high-grade systemic non-Hodgkin's lymphomas (NHLs) as Burkitt's and immunoblastic lymphomas, primary NHL of the central nerveous system, Kaposi's sarcoma, and invasive cervical cancer, and these are considered as AIDSdefining events according to the classification of the Centers for Disease Control and Prevention which was revised in 1993. 5 There is epidemiological data that HIV/AIDS also increase malignancies like Hodgkin's disease, hepato-cellular carcinoma and others. 6 But thyroid malignancies related to HIV/AIDS are rare and to our knowledge MTC in a patient with HIV/AIDS was reported only once before.
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CASE
Here, we present a 56 years old female patient who applied to our clinic with recurrent infections on May 2005. She had six episodes of infection in a year, 3 pneumonia attacks, 2 urinary tract infections and a sinusitis. On the routine laboratory examination the neutrophil count was 1200/ml, and her husband had a diagnosis of HIV/AIDS, therefore a serology test for HIV/AIDS was done and she was diagnosed as HIV positive. Serum viral load was 22,100 copies/mL; the CD4 count was 345/mm 3 . Lamivudine, zidovudine and nevirapine combination therapy and vaccination for Streptococcus pneumoniae and hepatitis B was started and by this highly active antiretroviral therapy (HAART) she was doing well and the laboratory datas were within normal limits. On her routine control visit on June 2007 she had a complaint of swallowing difficulty and on the phisical examination a mass on both the left lobe of the thyroid was detected that was nearly 20 milimeters in diameter and also a lymphadenopathy was seen in left supraclavicular area nearly 15 milimeters in diameter. On the ultrasonographic evaluation this mass was reported to be 23 x 21 mm in diameter including microcalcifications and the parenchyma of the gland was heterogeneous. A fine needle aspiration biopsy was done and atypical cells suspecting malignancy which was mostly compatiple with thyroid medullary carcinoma was reported. Therefore, a total thyroidectomy was done on July 2007. The pathological diagnosis was solitary throid medullary carcinoma 13 milimeters in diameter with one metastatic on the right paratrakeal region with characteristic amyloid deposition. The dyes for CEA (carcinoembryonic antigen), calcitonin and TTF-1 (thyroid transcription factor) revealed positive result. On the routine radiologic evaluation there were no distant metastasis so chemotherapy was not preferred. Currently, she comes to the routine control visits without metastasis or local recurrence, and the laboratory examinations for HIV/AIDS are within acceptable limits.
DISCUSSION
During the last 2 decades, because of the wide use of highly active antiretroviral therapy (HAART), both the rate of mortality and incidence of AIDSdefining opportunistic infections have dramatically decreased. 8, 9 On the contrary, a new morbidity pattern has emerged including the malignancies, drug toxicity, co-infections (especially hepatitis B/C) or cardiovascular diseases. 1, 3, 4 Malignancies are also one of the most frequent cause of hospitalization. 4 The most frequent malignancies in these patients are; high-grade non-Hodgking's Lymphoma (NHL), primary NHL of the central nerveous system, Kaposi's sarcoma and invasive cervical cancer which are also named as AIDS-defining malignancies. 5 Hodgking's lymphoma, lung cancer, anal cancer and hepatocellular carcinomas are the other malignancies that are 2-3 fold more diagnosed in the HIV-positive patients but are not named as AIDSdefining malignancies. 4 Frisch et al, followed more than 300.000 HIV positive patients between 1978 and 1996 and reported that lip, kidney, eye tumors, testicular seminomas, leukemias, multiple myelomas and malign melanomas are also more frequent in the HIV-positive population. 10 Sam M. Mbulaiteye et al, reported the malignancy rates of 12607 patients in Uganda in 2005. Of all 378 (2.99%) patients had a malignancy and 137 of them were AIDS defining malignancies. Also 2 patient had thyroid malignancies but the pathological subtypes were not stated.
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To our knowledge no increase in thyroid malignancies have been described in the HIV-positive population. Thyroid malignancies are mostly papillary or follicular type and medullary carcinoma of the throid compose only 5-10% of all the thyroid malignancies. 1 Medullary cancer of the thyroid originates from the parafollicular cells (also called C cells) of the thyroid and are known to be unrelated to radioactivity or thyroid stimulating hormon (TSH) activity. 12 Sporadic MTC frequently present with distant metastasis involving cervical lymph nodes, lungs, liver, and/or bones, and this is the main cause of MTC-related deaths. 3 As it was stated before the frequency of thyroid malignancies are not increased in HIV-positive population therefore most of the clinicians do not suspect or examine the patient routinely for thyroid malignancy.
Landriscina et al, pretended that reverse transcriptase inhibitors (RTI) as nevirapine, increase the expression of the receptors for TSH and also increases the expression of thyroglobuline and thyroid peroxidase genes. 12 By this way RTIs can facilitate the onset of cell differentiation and down-regulate the cell proliferation. This mechanism may block the occurance of undifferentiated thyroid malignancies like medullary or anaplastic types and may also explain why medullary and anaplastic thyroid carcinomas are rarely diagnosed in patients with HIV/AIDS. On the other hand due to the increase of TSH by the usage of RTI the differentiated thyroid carcinomas like papillary and follicullar types may come out more easily. After the publication of this paper no new data proved the accuracy of this hypothesis during the 5 year period.
In conclusion, although thyroid medullary carcinoma is very rare and the frequency does not increase in HIV positive patients it should be bear in mind that it may be seen.
